To improve the slow uptake of HIV counseling and testing, the World Health Organization (WHO) and the Joint United Nations Programme on HIV/AIDS (UNAIDS) have developed draft guidelines on provider-initiated testing and counseling (PITC). Both in low-and high-income countries, mainly from outpatient clinics and tuberculosis settings, indicates that the direct offer of HIV testing by health providers can result in significant improvements in test uptake. In Ethiopia, there were limited numbers of studies conducted regarding PITC in outpatient clinics. Therefore, in this study, we have assessed the factors affecting the acceptance of PITC among outpatient clients in selected health facilities in Harar, Harari Region State, Ethiopia. Materials and methods: Institutional-based, cross-sectional quantitative and qualitative studies were conducted from February 12-30, 2011 in selected health facilities in Harar town, Harari Region State, Ethiopia. The study participants were recruited from the selected health facilities of Harar using a systematic random sampling technique. The collected data were double entered into a data entry file using Epi Info version 3.5.1. The data were transferred to SPSS software version 16 and analyzed according to the different variables. Results: A total of 362 (70.6%) clients accepted PITC, and only 39.4% of clients had heard of PITC in the outpatient department service. Age, occupation, marital status, anyone who wanted to check their HIV status, and the importance of PITC were the variables that showed significant associations with the acceptance of PITC upon bivariate and multivariate analyses. The main reasons given for not accepting the tests were self-trust, not being at risk for HIV, not being ready, needing to consult their partners, a fear of the results, a shortage of staff, a busy work environment, a lack of private rooms, and a lack of refresher training, which were identified as the main barriers for PITC. Conclusion: There is evidence of the relatively increased acceptability of PITC services by outpatient department clients. A program needs to be strengthened to enhance the use of PITC; the Ministry of Health, Regional Health Bureau, and other responsible bodies -including health facilities -should design and strengthen information education and communication/behavioral change and communication interventions and promote activities related to PITC and HIV counseling and testing in both health facilities and the community at large.
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Abdurahman et al voluntary counseling and testing (VCT); 2 however, uptake of VCT was very low. Based on these concerns, the World Health Organization (WHO) and the Joint United Nations Programme on HIV/AIDS (UNAIDS) have developed draft guidelines on provider-initiated testing and counseling (PITC) in health facilities to improve HIV-related diagnosis and treatment. PITC occurs in health facilities as either a part of routine medical care or for purposes of clinical diagnosis. At least 80% of the 30 million people living with HIV/AIDS in sub-Saharan countries do not know that they are HIV-positive. 3 Globally, the new WHO/UNAIDS guidelines advise that health care providers should recommend HIV testing and counseling to all patients who present with conditions that might suggest underlying HIV disease. 4 The PITC model is often used in health care settings, such as in tuberculosis (TB) clinics and in sexually transmitted infection clinics. PITC may also occur in other inpatient wards, outpatient departments (OPD), and primary care clinics. 5 Evidence from both low-and highincome countries, mainly from outpatient clinics and TB settings, indicates that the direct offering of HIV testing by health providers can result in significant improvements in test uptake. 6 Factors that influence the acceptance or refusal of PITC could be characterized as sociodemographic, personal, behavioral, societal, health-seeking behavior, as well as professional and institutional PITC service delivery. However, there was a scarcity of information on PITC in Ethiopia on these aspects. In Ethiopia, there are a limited number of studies that have been conducted regarding PITC in outpatient clinics. Many, but not all, clients accept PITC. The service and client factors need to be known and gain acceptance to improve the service. 7 Thus, an understanding of these factors could help promote PITC among outpatient clients. Therefore, the aim of this study was to assess the factors that affected the acceptance of health PITC among clients attending outpatient services in selected health facilities in Harar, Ethiopia.
Materials and methods
Study area
This study was conducted in Harari National Regional State governmental health facilities. Harari is one of the regional states of the Federal Democratic Republic of Ethiopia located in the eastern part of Ethiopia at distance of 515 km from Addis Ababa. It is neighbored to the north by Kombolcha and Jarso, to the east by Gursum and Babile Woreda, to the south by Fedis, and to the west by Haramaya Woreda of the Oromia regional state. The total area of the region is estimated to be 340 km 2 , of which the proportion of urban areas is 6% and that of rural areas is 94%. 8 According to health indicators of Harari region in 1999 performed by WHO, the total population of the region was 209,000, of which 54% were urban residents, while the rest resided in the rural parts of the region. 9 The health service coverage is estimated to be above 100%. There are six hospitals (two military, one private, one nongovernmental, and two governmental) and eight health centers in the region. 8 
Study design and period
An institution-based, cross-sectional quantitative study complemented with a qualitative study was conducted in three governmental health facilities and one university teaching hospital in Harar, Ethiopia, from February 12-30, 2011.
Sample size estimation and data collection
The sample size was determined using a single proportion formula, and with the following assumptions: the proportion (P) of OPD clients who accepted the test was 73%; 10 the confidence level was set at 95%; a 4% margin of error was used; and a 10% nonresponse rate was considered. Thus, the final sample size was 520 clients from the OPD. The study participants were recruited from the selected four health facilities using a systematic random sampling technique. During the study period, if the selected individual was not accepted to participate, the next individual/client who arrived was included. For the quantitative part of the study, structured questionnaires were prepared in English based on information from the available literature, [11] [12] [13] [14] and the questionnaires were translated into Amharic and Oromiffa, and then back to English, to check for their consistency; they were pretested for clarity and cultural acceptability within the town. Participants were interviewed in their local languages by trained data collectors who speak the local languages. Each interview was performed face to face.
For the qualitative part of the study, four focus group discussions (FGDs) were conducted. The rationality of conducting FGD is to get an idea regarding the factors surrounding not utilizing PITC, and to find out if there are additional opinions or questions that remain unanswered. Each group was composed of eight people. A total of four FGDs were conducted. The focus group participants included those who accepted and refused testing, based on sex proportion of the clients in focus group discussion. All discussions were recorded for later transcription and notes were taken. The supervisor moderated the FGDs, while a nurse who was one of the supervisors was assigned as the note-taker and handled the recorder during the FGDs. FGDs were conducted first to get insight and to modify the questionnaire, which was used for the quantitative study.
Data entry and analysis
After the completion of data collection, cleaning, editing, and coding were performed; then, the data were entered using Epi Info software version. 3.5.1 and analyzed using SPSS version 16.0. Descriptive statistics were used to compute the means and standard deviations of the continuous variables and the frequency of categorical variables. Bivariate and multivariate logistic regressions were used to assess the effects of the independent variables on the outcome variable, while simultaneously controlling for other potential confounding factors. For the qualitative part, recorded data were transcribed and analyzed manually using open code software. The correct and incorrect answers were coded as 1 and 0, respectively. To generate the overall knowledge score, all correct responses were added. Respondents correctly responding to at least five of the six modes of transmission and primary prevention methods of HIV/AIDS questions were considered to have "good knowledge", and correctly responding to at least three of the six modes of transmission and primary prevention methods of HIV/AIDS questions were considered to have "fair knowledge", while those correctly responding to only one or none of the six modes of transmission and primary prevention methods of HIV/AIDS questions were considered to have "poor knowledge".
ethical consideration
The study protocol was approved by the Institutional Health Research and Ethical Committee of the College of Health and Medical Sciences, Haramaya University (Harar, Ethiopia). Participants were informed about the objective of the study and they were assured that the confidentiality of the data would be maintained. Informed consent was obtained from all participants prior to data collection.
Results
Quantitative results
Sociodemographic characteristics of the study participants
In this study, a total of 520 participants were included, with a response rate of 98.6%, and female respondents constituted 47.4%. The majority of participants were in the age range of 25-34 years and they belonged to the Amhara ethnic group; the participants were also government employees and followers of Muslim (Table 1) .
Knowledge, risk perceptions, awareness, and source of information among OPD clients toward HIV/AIDS and PITC
The majority (87.1%) of the respondents mentioned that HIV can be transmitted by unprotected sex. The remaining participants identified that sharing contaminated sharp materials with a person who is already infected with the virus, as well as mother-to-child transition, were other modes of transmission. On the other hand, 14.8% had at least one misconception about the mode of transmission of HIV, including eating and drinking with infected individuals. Concerning the clients' knowledge of the methods of prevention, the majority (86.0%) of the study subjects mentioned abstinence, followed by being faithful (77.6%) and using condoms (77.6%) as prevention methods. Of the total respondents, 358 (68. and 67 (8.2%) had good knowledge, fair knowledge, and poor knowledge about HIV/AIDS modes of transmission and prevention methods, respectively (Table 2) . Among the total respondents, only 202 (39.4%) heard that PITC is part of the OPD service, and their main common sources of information were health facilities (51.5%) followed by neighbors (19.3%), friends (17.3%) and media (11.9%). The level of perceived was very low among the study participants. Of the total respondents, 369 (71.9%) did not feel at risk of contracting HIV (Table 2) .
Most (70.6%) of the study participants have been tested for PITC. The reasons why they had not decided to get tested included self-trust, not being at risk, not being ready, and a fear of the results (Figure 1 ).
The majority (81.2%) of the study participants believed that the PITC service is necessary. Approximately 27.1% of the participants responded that the time to check for PITC has been used at any time. However, approximately 25% indicated that the PITC service should be used only when one wants to know about his/her own results, and 8% mentioned that it should be used when one is sick (Figure 2 ).
Key findings of the FGD
Knowledge about HIV/AIDS transmission and prevention
Most participants knew of the ways of HIV/AIDS transmission, prevention methods, and the importance of HIV testing. They explained that HIV can be transmitted by sexual intercourse, unsafe sex, sharp materials, and via motherto-child transmission. Most of the participants preferred abstinence and indicated that using condoms was impossible for a long period of time. They also recommended one-toone for those who would attend for marriage people among prevention of HIV/AIDS.
HIV testing and counseling
Approximately 60% of the participants did not know about PITC, but all of them knew about VCT. All FGD clients agreed with the importance of PITC services and stated that testing promotes behavioral changes that help the individual avoid risky sexual behavior.
FGD participants felt that the attitude of the community toward people living with HIV was mixed. Half of the participants said that the attitudes toward people living with HIV are good.
Most participants had positive attitudes toward the PITC service. They explained that PITC is important to know one's own status and to plan for marriage. If we are tested, we would change our behavior, and this encourages us to use the service. Most participants agreed to use PITC with their partner.
Most of the FGD participants said that counseling would make them feel more comfortable, would help them accept the test results, release stress and anxiety, and help people change their behaviors and live positively. Most participants proposed that PITC should be obligatory as a premarital test. Females showed more willingness to accept PITC than did males.
Service delivery of PITC
More than three-quarters of the participants explained that they had not heard about PITC in the OPD clinic or where the PITC services were provided. More than three-quarters of participants also explained that they preferred that PITC services were delivered in hospitals, health centers, and private clinics. They also requested to have free-standing PITC centers, like the VCT center -which is different from the OPD clinic -to maximize client privacy and confidentiality. A majority of the tested clients in the FGDs said that the reasons why they had decided to be tested included self-interest, initiated by health provider, and knowing that antiretroviral therapy is available. One participant said that, "I want to know my HIV status because I have been engaged in unprotected sex and feel at risk". Two-thirds of FGD participants who decided not to get tested said that they planned to get tested during the next visit to clinic or sometime in the future. The reasons given for not testing on the day included fear of being tested positive, not ready, fear of HIV results, fear of breach of confidentiality, not being at risk, self-trust, inconvenient PITC room, stigma and discrimination, needing to consult partner, do not want to know my status now, and another participant said that "my behavior is good so there is no need for me to be tested". When clients indicated the importance of PITC in the OPD service, there was a positive and significant effect with the acceptance of PITC (AOR: 1.35; P,0.001; 95% CI =1.30-2.63). Those who were unable to ask clear questions during the discussion yielded a negative and significant effect with the acceptance of PITC (AOR: 0.38; P,0.001; 95% CI =0.21-0.68). Finally, clients who did not receive an explanation about confidentiality had a negative significant effect with the acceptance of PITC (AOR =0.32; P,0.001; 95% CI =0.18-0.54) ( Table 4) .
Results from bivariate and multivariate analyses
Discussion
The increased uptake of PITC services by OPD clients seems to be due to the fact that PITC has been shown to play a role in health facilities to improve HIV-related diagnosis, treatment, and care. 4 The PITC service is an integral part of HIV prevention, treatment, care, and support. Ethiopia adopted PITC as one of its HIV/AIDS prevention strategies. The results of this study indicated an acceptability rate of ∼70.6% for PITC by participants. Similar findings were also reported from Dessie, Ethiopia; 10 Arbaminch, Ethiopia; 11 and Addis Ababa, Ethiopia. 12 However, Weiser et al described a lower acceptability rate of PITC from Massachusetts, United States, which may be due to differences in study times, the start times of PITC, the availability of PITC services, as well as the information education and communication program on HIV counseling and testing (HCT). 15 The high acceptability of PITC in our study is promising for scale up of the approach in other settings, which consequently will have an impact on the prevention and control of HIV transmission. 15 In this study, the rate of acceptance of HIV testing showed a different distribution for different sociodemographic characteristics. The 35-44-year age group was negatively associated with the acceptance of PITC with an AOR of 0.47 (P,0.001). This age category was perceived as not being 
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PITC services among outpatient clinics in ethiopia at risk when compared with the young age group; this was supported by a previous study conducted in Addis Ababa, Ethiopia, 16 where age was significantly associated with the acceptance of PITC.
The current study showed the significantly positive acceptance of PITC among government employees, with an AOR of 2.70 (P,0.001). This group shows the highest test acceptance rate due to improved risk perception, as well as knowledge of HIV and HCT. Government employees presumably had a chance to know this information through different mechanisms, such as their workplace, mainstream HIV interventions, and access to media on the awareness of HIV, and HIV testing and counseling. This result is in line with a study conducted in Arbaminch, Ethiopia, which showed a significant association between government employees and the acceptance of HIV. 10 Married clients had significantly higher test acceptance rates with an AOR of 1.67 (P,0.001). This might show the improved risk perception and the better decision-making power of married clients. Clients that are married may have a lower perception of the risks of acquiring HIV infection, assuming that their partners would be mutually faithful. Other studies reported that the acceptance of HIV tests was higher among unmarried clients. 17, 18 The present study found that the majority of participants had a good knowledge of HIV transmission and protection. They viewed the risk of contracting HIV/AIDS as being associated with sexual transmission, mother-to-child transmission, and transmission via sharp materials infected with HIV/AIDS. Although this was statistically not significant, in our study, more than 68.6% of the respondents were aware of comprehensive HIV/AIDS knowledge. Most FGD participants had knowledge about HIV/AIDS. Similar studies done in Lagos, Nigeria, indicated that the majority (89.9%) of clients had good knowledge of the mode of HIV transmission. 19 In another study conducted in a teaching hospital in Nigeria, it was indicated that 65% of clients had good knowledge, 24% had fair knowledge, and 11% had poor knowledge of HIV infection. 20 Another similar research study conducted in Addis Ababa, Ethiopia, reported the association between the knowledge of HIV transmission and acceptance of HIV tests, though the association was not statistically significant. 13 The results of this study showed that self-perceived risk for HIV was not statistically significant in association with the acceptance of PITC (AOR: 1.42; 95% CI =0.91-2.20). This finding was not comparable with the studies done in Arbaminch, Ethiopia, and elsewhere, which identified personal risk perception as one of the predictors for accepting HCT, 11, 21 and a lack of risk perception was mentioned as the main reason why individuals did not decide to undergo PITC by 14.6% of the nonacceptors. Such behavior would be challenging to the scaling up of HIV testing and counseling.
Clients that were aware of PITC as a part of OPD services had statistically significantly higher test acceptance rates with an AOR of 1.80 (P,0.004). Having an awareness of PITC as a part of an OPD service is an enabling factor toward the acceptance of PITC. In this study, approximately 60.6% of participants reported that they were not aware of PITC as a part of OPD services. The main sources of PITC information were health providers, friends, neighbors, mass media, and health facilities. The findings of the current study are similar to those of a study conducted in Gamo Gofa, Ethiopia, where the main sources of PITC information comprised mainly health facilities, mass media, friends, and family members. 14 Approximately 81.2% of our clients felt that PITC services are necessary, and this is associated with a significantly positive acceptance of PITC with an AOR of 2.97 (P,0.001). Very similar findings were encountered among the majority of FGD clients, who felt that PITC services are necessary. A similar finding (87.7%) was also obtained by Samson in his Gama Gofa, Ethiopia study.
14 This study had also found that when asked about the timing of HIV testing, study participants indicated that they would get tested at any time (27.1%), when one wants to know him/herself (25.0%), when he/she suspects him/herself (25%), when planning for marriage (11.3%), and when one is sick (11.9%). This is slightly different when compared to studies conducted previously in Tigray, Ethiopia. 22 This shows that testing promotes behavioral changes that help the individual avoid risky sexual behavior, that relief is associated with knowing one's HIV status, and that one has the ability to live a better life or live positively after testing, including protecting oneself and his/ her partners.
The perceived facilitators for the acceptance of PITC were self-interest, initiated by a health worker, ensured of confidentiality, and knowing that treatment is available; this was in line with the study conducted in Addis Ababa, Ethiopia, and a study conducted in Botswana. 12, 15 Very similar findings were encountered in the FGDs. This perceived facilitator would promote positive attitudes toward the acceptance of a PITC service.
Approximately 39% of the respondents did not accept PITC; with respect to these findings, the major cited barriers toward PITC acceptability among the study participants included perception of not being at risk, not ready, self-trust, fear of results, stigma and discrimination, not counseled properly, not sure of confidentiality, needing to consult their partners, and being tested before. These were the factors that were identified as why they had not decided to get tested, which is in line with findings from studies conducted in Gama Gofa, Ethiopia; Arbaminch, Ethiopia; Botswana; and Massachusetts, USA. 11, 14, 15, 23 In addition to confirming the quantitative findings, the FGDs called attention to other important factors: a shortage of staff; workload; a busy working environment; the lack of private rooms; the lack of refresher training; no clear policies; and less and interrupted HIV testing kits supply and provision -these were some of the barriers that affected the acceptance and utilization of PITC. This fact highlights the need for intensive and continuous education about HIV/AIDS and HCT.
Counseling has been identified as a key component of a successful program, which had previously been identified as a problem in Ethiopia. Counseling enables people to make informed decisions about being tested for HIV, assess their personal risk for HIV, and develop risk-reduction strategies. 24 Pretest counseling is vital for clients to ensure that they understand the implications of negative or positive test results for themselves, their partners, and their family. It is also an opportunity to provide prevention information and individual pretest counseling. It helps patients explore personal HIV risk behaviors and related issues, and offers clarification of the information provided in group sessions. 25 This study indicated that being unable to ask questions during pretest counseling, not having confidentiality explained to them, and being satisfied with privacy and counseling had significantly negative associations with the acceptance of PITC with an AOR of 0.42 (P,0.001), AOR of 0.20 (P,0.001), and AOR of 0.16 (P,0.001), respectively.
The PITC guidelines indicate that clients expect to receive quality care and counseling from well-trained and competent nurses/counselors with good counseling and interpersonal communication skills, and that only after proper counseling will the client make good decisions. 4 In the current study, entirely eliminating pretest counseling or providing insufficient information minimizes the opportunities for ensuring informed consent and potentially renders receiving a positive test result more difficult to deal with.
The national PITC guidelines also recommend that the client should be given pretest information on HIV/AIDS and PITC, that the provider must inform the client that he/she has the right to say "no" (to opt out), and that this decision by no means affects the services he or she will get from the health facility. 24 WHO/UNAIDS has responded to these concerns by stating that the implementation of PITC must be accompanied by efforts to create an enabling environment, specified as a health service structure, where HIV testing and counseling are confidential and are accompanied by counseling and informed consent. Staff members are to be adequately trained. The person undergoing the test should be offered or referred to appropriate follow-up services. 4 
Conclusion
Generally, PITC has been shown to play a crucial role in health facilities to improve HIV-related diagnosis, treatment, and care. In this study, a total of 70.6% clients were accepting the use of a PITC service. Those factors related to a high rate of acceptance of PITC services include self-interest, initiation by a health provider, knowing that antiretroviral therapy is available, and knowing one's HIV status, while those factors responsible for not accepting PITC include not being at risk, self-trust, not ready, stigma and discrimination, not counseled properly, not sure of confidentiality, needing to consult their partners, being tested before, and fearing the results.
Increasing awareness using creative/promotional activities, the provision of information education and communication activities, advertisement in mass media, and integration of the service in all health institutions are some of the improvements that are needed to change the perception of the community and clients to expand the availability and uptake of provider-initiated HIV testing and counseling in clinical settings. Counseling, confidentiality, and a consent policy should be put in place at all PITC sites to safeguard the interests of the clients. More training is needed on PITC and rapid HIV testing for all levels of health personnel providing these services in OPD and other health service departments in all health facilities. In addition, further studies are needed regarding the quality of PITC in clinical settings from the perspectives of service providers. 
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